Acute kidney injury (AKI) is a common, serious problem which has been found to be poorly managed. Early recognition and action is critical in potentially slowing or reversing its course and facilitating timely referral to specialist services. In this quality improvement project, multidisciplinary education sessions and a simple 'ABCDE' checklist to aid AKI management were introduced in a district general hospital. The incidence of AKI (defined as 26umol/l rise in creatinine), its recognition and management were measured hospital wide. AKI recognition was improved by educating the entire multidisciplinary team to identify three key early warning signs: a rise in serum creatinine, urine output of <500mls in 24 hours and systolic blood pressure of <90mmHg. The 'ABCDE' checklist (Address drugs, Boost blood pressure, Calculate fluid balance, Dip urine, Exclude obstruction) was introduced to prompt AKI management. A four week educational programme was delivered, initially on a pilot ward, to doctors, nurses, nursing assistants and pharmacists. AKI recognition and implementation of the 'ABCDE' checklist were measured. Prior to project introduction 16% of patients developed AKI, but were recognised within 24 hours in only 31% of cases, with 80% of 'ABCDE' steps implemented in only 20%. Following multidisciplinary education, AKI recognition improved to 100%, with 80% of 'ABCDE' steps implemented in 67% of cases. These results were replicated when the project was rolled out across the surgical directorate (120 beds) and in the 40 bed medical admission unit. Prevention and treatment of AKI should be a core competency of all clinical staff.
Problem
Acute Kidney Injury (AKI) is a frequently encountered and expensive clinical problem. Although no definitive studies have been undertaken in the UK, the incidence of AKI in acute hospital admissions is estimated to be approximately 20%. Patients with AKI require longer hospital stays and have a poorer prognosis, with mortality ranging from 10-80% depending upon the population studied (1) . In a general district hospital in Northern Ireland an audit was undertaken to assess the extent of the problem. It demonstrated that, similar to national figures, 16% of acute adult admissions had AKI and that their average length of stay was longer at 10.5 days compared to 6.9 days for all adult medical admissions. 20% of these patients would subsequently die within three months. It was evident that AKI was being poorly recognised and sub-optimally managed.
Background
Warning signs for AKI can be recognised easily by sensitive indicators including hypotension, reduced urine output and a rise in serum creatinine. It has been recognised recently that even small increases in creatinine are associated with worse patient outcomes. 
Design
The pilot project was launched in March 2012 in a thirty bed surgical ward. Introductory teaching sessions were delivered first to doctors and then nurses, nursing assistants and pharmacists. On revisiting the ward two weeks later, it was clear that the warning signs and checklist were not in use and there was improvement in neither AKI recognition nor management. Expectations had been overly ambitious with too much information delivered too quickly. To create a change in practice it was clear that introduction of the above measures and checklist principles would need to be delivered in a staged manner.
Strategy
After this important lesson the delivery of the project was modified.
A four week programme was introduced with short informal weekly teaching sessions used to train ward staff. One week was dedicated to each of the three warning signs and a final week to introduce the ABCDE checklist. Data was collected on each outcome, and the end of weeks 1, 2, 3 and 4. Immediate feedback to the MDT and two way discussion allowed us to constantly adjust the way we delivered teaching, collected data and modified the checklist before achieving a final list that was both user friendly and achievable. 
Lessons and Limitations
This project clearly demonstrates that complicated measures are not necessary to improve standards. Simple interventions can successfully enhance patients' quality of care. The renal team was struck by the willingness of all MDT members to be educated and empowered to improve patient safety and experience. The valuable contribution of every member in obtaining successful results should not be underestimated; for example often it was nursing assistants who measured blood pressure and urine output and were consequently first to highlight positive warning signs to the rest of the team.
It was clear from the outset however, that if staff were to incorporate changes into daily practice, that these should be introduced gradually. Implementing this initiative therefore takes time. 
